BACKGROUND: Families are rarely included in clinical care despite research showing that family involvement has a positive effect on individuals with schizophrenia by reducing relapse, improving work functioning, and social adjustment.
S chizophrenia is the most common serious mental illness (SMI) and, when poorly treated, results in substantial morbidity and mortality. In terms of treatment, 31% of individuals with a SMI are seen for their psychiatric issues in general medical settings, and another 42% are seen in specialty settings. 1 It is well established that many types of family interventions are efficacious in reducing exacerbations of schizophrenia 2, 3 and have beneficial effects on social relationships, work functioning, and social adjustment. 4 As a result of this evidence, family services, as part of a comprehensive, effective treatment program, are included in several best practice guidelines. [5] [6] [7] In 2008 the Veteran's Health Administration (VA) released the Uniform Mental Health Services Package mandating that family services be available to all veterans with SMI. 8 However, neither inclusion in best practices nor mandating availability of a service guarantees that the service will be implemented successfully or utilized. Implementation and utilization of family services by individuals with SMI both inside and outside the VA has been very limited, resulting in a significant gap between research and practice. An analysis of third-party claims from participants in the Schizophrenia Patient Outcomes Research Team (PORT) 6 survey found that only 0.7% of Medicare claims and 7.1% of Medicaid claims were for family therapy. 9 In an examination of care quality at a community and VA clinic, 68% of the sample reported having a close family member, yet almost 40% of these families did not have any contact with the treatment team documented in their charts. 10 In sum, family services are rarely utilized as part of routine care, and the majority of families are not having regular contact with the treatment team. Findings in implementation science broadly indicate that barriers to successful implementation of a new intervention include a top-down mandate to implement the intervention, individual resistance from line-staff, and varying opinions about the utility of the intervention by governing bodies. 11 Passive approaches to disseminating new information to clinicians (e.g., distribution of literature on efficacy studies) do not typically induce behavior change, lead to implementation success, or improve care. 12, 13 Findings specific to the implementation of family services indicate that common obstacles include staff stress from their workload, 9,13,14 cost, agency bureaucracy, and staff skepticism about the effectiveness of the intervention. 9, 13 Successfully adopted interventions typically include (1) early involvement of opinion leaders that can influence future, potential users; 15 (2) set plans for roll-out, adoption, and
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sustaining of the new intervention; (3) personal contact between the intervention developer and adopters, especially live demonstrations, for purposes of modeling and building momentum for use; (4) ongoing contact between developer and adopters to address implementation barriers; and (5) set incentives for adoption and competent use of new intervention. 11 Reports regarding family services specifically indicate that initial positive assumptions by stakeholders about family services improve chances for implementation and sustainability. 13 Additionally, extended training in the family model or trainings utilizing multi-methods produce superior outcomes compared to brief trainings or those only using didactic methods. 9, [15] [16] [17] The VA QUERI study EQUIP (Enhancing QUality of care In Psychosis) was a randomized controlled trial comparing usual care to interventions embedded in a chronic care model. Embedded interventions included: (1) treatment assertiveness (identifying patient needs) and care coordination, (2) guidelineconcordant medication management, and (3) a family intervention. (A full description of EQUIP can be found in Brown et al. 18 ) We used mixed methods to study the implementation of the family intervention with two objectives: (1) perform a process analysis of implementation and (2) examine utilization of the intervention.
METHODS

Clinic Sites and Sampling
Data were collected at specialty mental health clinics within the Greater Los Angeles and Long Beach VA medical centers starting in January 2002. All clinicians at these clinics were eligible for the study. Patients were eligible if they were (1) at least 18 years old, (2) had a diagnosis of schizophrenia or schizoaffective disorder, (3) had at least one clinic visit during a 4-month sampling period, and (4) had at least one clinic visit during a 5-month enrollment period. Visit-based sampling was designed to be representative of those in outpatient treatment for schizophrenia 19 ; the response rate was 51%. Written informed consent was obtained from each clinician and patient, or their conservator if applicable. The study had IRB approval.
Assessments
All enrolled patients completed a baseline interview providing basic demographics and information on kin relationships including frequency of contact. Diagnosis was confirmed using an abbreviated version of the Structured Clinical Interview for DSM-IV, Patient Edition, version 2.0 (SCID). The 15-month follow-up interview was similar in content to the baseline interview.
All enrolled clinicians were asked to complete a questionnaire at baseline and 15 months. The instrument gathered data on psychiatrists' training, knowledge about schizophrenia, and workload. Included in the questionnaire was the family involvement subscale from the Competency Assessment Instrument (CAI), 20 which rates competency from 0, no competency, to 1, complete competency. The Maslach Burnout Inventory (MBI): Human Services Survey 21 was also included, and norms for mental health workers were utilized to determine burnout levels of staff.
All enrolled clinicians were asked to complete a semistructured interview, conducted by the study Principal Investigator (ASY) or Project Director (ANC), at baseline and 15 months. The baseline interview included two open-ended questions regarding family services: "Thinking now about the fact that we will attempt to involve, educate, and do brief family therapy with patients and their caregivers… (1) what barriers do you anticipate in this part of the care model? and (2) what factors do you see as facilitators, likely to contribute to the success of this step?" At the final interview clinicians were asked: "Thinking now about the fact that we attempted to involve, educate, and do brief family therapy with patients and their caregivers, did the care model that we implemented have an effect on family involvement in your treatment?" Detailed interview notes were recorded. Main themes were identified by consensus of the Principal Investigator and Project Director.
To more fully understand the process of implementation and facilitate an unbiased assessment, qualitative interviews with a subset of the clinicians were conducted by an independent expert in qualitative methods (ABH) at 15 months. These interviews were more thorough, with 30 min focused on discussion of the family intervention.
Individuals were asked open-ended questions about their perspectives on family involvement. For example, clinicians were asked, "Many patients met one or more of [the criteria] for family involvement. Were you more involved with families…as a result? Did anything stand in your way? Were there times when you felt it wouldn't be helpful to have the family involved? What were the reasons?" Detailed interview notes were recorded. Main themes were identified by consensus of the contractor and Project Director.
Referral and utilization data for the intervention were gathered from tracking kept by each site's nurse care coordinator.
Implementation of the Family Intervention
The EQUIP family intervention had two parts. The goal of Part A was to engage families in the care of their loved one. Families were sent a personalized letter from the patient's clinician (either psychiatrist or nurse) explaining the desire to increase communication, encouraging the family to call, and providing contact information. This mailer also had contact information on local National Alliance on Mental Illness (NAMI) chapters. The goal of Part B was to educate families regarding schizophrenia and its treatment. A brief three-session psychoeducational program with ongoing consultation was available to families, offered in the clinic or via phone.
For a patient's family to participate in either part of the intervention, the patient had to provide consent for family contact. To receive the mailer from the patient's clinician (Part A), the enrolled patient had to provide the name and address of a family member. To participate in the brief three-session psychoeducational program (Part B), the family had to be referred by the patient's clinician.
The Principal Investigator or Project Director met individually with each clinician to introduce study goals and the evidence base for family involvement. Both Part A and Part B of the intervention were described, and clinicians signed letters to the families of their patients for the mailer. The nurse care coordinator asked each patient for consent to contact his family.
Throughout the 15 months of intervention, patients met with the nurse care coordinator for a brief clinical assessment immediately prior to each meeting with his psychiatrist. Assessment data were provided via a computer "pop-up" window to the patient's care team at the time of the clinical encounter. 22 Situations typically leading to poor outcomes 23 were highlighted on the screen (high persisting symptoms, reports of family stress, and/or medication non-compliance). Also, the research team compiled quarterly referral lists of patients who had provided consent to contact the family, had at least weekly contact with family, and had on their most recent brief assessment reported at least one situation leading to poor outcomes. A psychiatrist at each clinic volunteered as the opinion leader for the EQUIP intervention. Opinion leaders had weekly phone consultation with the Principal Investigator. Staff clinicians were encouraged to act on the highlighted assessment data from the brief assessment and the referral lists by involving families in care and referring families to the psychoeducational program.
The nurse care coordinator and a staff nurse from each clinic were trained to deliver the psychoeducational program. An expert in family services (SMG) led the training using modified educational materials from validated evidence-based family psychoeducational programs. 24 The training was didactic supplemented with roleplays and written materials. Throughout implementation, trainees had access to phone consultation with the family expert as needed.
RESULTS
Of the 29 enrolled clinicians, 28 completed the baseline interview and survey. Of these 28, 18 were psychiatry residents, 9 were staff psychiatrists, and 1 was a nurse practitioner. At follow-up, 7 residents had graduated, 3 staff refused, and 1 staff member had no current patients in the study, leaving 18 clinicians who completed the 15-month interview and survey. For the qualitative interview at 15 months, the contractor interviewed 11 individuals: 6 psychiatrists, 3 nurse care managers, and the 2 study nurse care coordinators. A total of 173 patients completed the baseline survey, and their demographics are shown in the Table 1 . Eighty percent of the patients (n=139) completed the 15-month follow-up survey.
Implementation Results
Of the 173 patients randomized to the care model, 100 (58%) provided consent to staff to speak with a family member, 32 (18.5%) reported they did not have any family alive, 20 (11.6%) had family but the patient refused consent, and 21 (12.1%) patients were never asked for consent. As Figure 1 displays, of the 100 patients who provided consent to involve their family in care, 73 (73%) were sent the mailer from the patient's care team. For the remaining 27, the patient could not provide a complete address despite multiple requests from the nurse care coordinator. Following the mailer, three family members (4%) called the clinic. As a result of those three calls from family members, no families were engaged in treatment or referred to the psychoeducational program.
At each clinical encounter with an enrolled patient, clinicians received the brief assessment "pop-up" with situations typically leading to poor outcomes highlighted. Additionally, the research team identified 50 (50.0%) of the 100 patients who had provided consent for family contact, who had at least weekly family contact and reported at least one of the situations leading to poor outcomes. Of these 50 individuals identified for family involvement, 27 (54%) were identified at more than one time point over the course of the study. Of the 50 referrals, 6 (12%) were already receiving family and/or marital therapy at the VA at the time of the referral. Of the remaining 44 referrals, only 10 (23%) were contacted by staff. These contacts led to seven families becoming engaged and involved in the treatment of their loved one, but no referrals to the psychoeducational program. The remaining 34 referrals (77%) were not contacted by staff for family intervention. Several clinicians mentioned, during the 15-month semi-structured interview, that the family intervention did get professional caregivers at supervised residences more involved with the clinical team, although they were not a direct target of this intervention.
Evaluation of barriers and facilitators
Clinicians. Clinician competency (knowledge, skills, attitudes) in family involvement was 0.49 (SD = 0.22) at baseline, indicating a moderate level of competency that was similar at 15 months (0.44, SD=0.19). When clinicians self-reported on including families in their practice in the month prior to baseline, 22 (79%) reported teaching family members about mental illness at least weekly, 21 (74%) reported gathering information from family members or friends at least weekly, and 20 (71%) reported helping family members cope with stress at least weekly.
No clinician had MBI scores indicating "job burnout" at baseline or 15 months. The MBI defines job burnout as high scores on the subscales of emotional exhaustion (EE) and depersonalization (D) in addition to a low score on personal accomplishment (PA). The MBI subscales did indicate that 10 (37%) clinicians reported high levels of EE. Ten more reported high levels of D at baseline, while 23 (82%) reported low PA in their job. These findings were similar at 15 months (35% high EE, 47% high D, 94% low PA). No respondent reported a high level of personal accomplishment at either time point. At baseline, the majority of clinicians responded similarly to the open-ended question about anticipated barriers to implementation of the family intervention. These responses fell into two categories: a lack of eligible individuals because "most patients do not have supportive families" and clinician time constraints. The fact that many clinicians identified similar barriers without prompting lends credence to the salience of the findings. One clinic had case managers; their presence was reported by several providers as an expected facilitator to engaging families. At the 15-month semi-structured interview, clinicians were asked if the family intervention had any effect. Many responses matched the anticipated barrier that patients either do not have family or are estranged from family; this barrier was also described in the independent qualitative interview, with respondents noting that many patients have "burned bridges" with their families. In general, families that were accessible were seen as "dysfunctional," "inconsistent," and "usually the problem," with supportive families being the exception. However, all respondents expressed willingness to work with families, and all reported having made referrals to NAMI groups.
Patients and Families. Of the 100 patients who provided consent to talk to their families, 81 (81%) had reported having a supportive family member. Of these 81, the majority either lived with that family member (n=40) or lived near that family member (n=29). Of the 41 who did not live with their supportive family, many (26 or 63%) had at least weekly contact. The majority of supportive family members (44 or 54%) had either never had contact with the patient's care team or had no contact in the previous year; a minority (13 or 16%) had had contact in the previous month.
Of the same 100 patients, 88 completed the 15-month survey. In response to the question, "Would you like your [supportive family] involved (or more involved) with your treatment providers here at the mental health clinic?" 77 (88%) responded "no;" their top concerns were privacy (20 or 26%), overburdened family (11 or 14%), and geographical distance from family (11 or 14%). Of the 11 who said yes, the main services desired were for family-psychiatrist meetings (73%, n=8), family-case manager meetings (36%, n=4), and regular family counseling (36%, n=4).
Organizational Issues. Although organizational issues were not a focus of the baseline or 15-month semi-structured interviews with clinicians, it was often cited during the 15-month independent qualitative interviews. In these interviews, all psychiatrists reported time pressure from other responsibilities that limited or eliminated any chance of providing family services; psychiatrists made statements such as, "the problem is resource management," there was "no time to meet with families," and "there is a waiting list for [medication management] appointments of a couple months." Some psychiatrists suggested nurse case managers would be better suited for implementing family services; nurse case managers did seem inclined to want to provide these services. One nurse case manager said she could do "45-min sessions with a family" and that she finds working with families "refreshing," and another said "I could do family sessions but I would want more training." And while one nurse case manager said "the VA is very supportive of family involvement," other case managers said the VA "does not address evenings and babysitters [for families with children]."
DISCUSSION
Although efficacy studies indicate positive effects of family interventions when a loved one has schizophrenia, studies examining the implementation and utilization of such programs in routine care are limited. This study includes a random, representative sample of patients in care for schizo- phrenia and their clinicians across two VA mental health clinics. The patient sample was mostly older, unemployed, and single. Clinicians were a mix of staff psychiatrists, residents, and nurse case managers who each had at least 1/ 3 of their caseloads comprised of patients with psychosis.
The failed uptake of the family intervention suggests that there were many obstacles to its use. Clinicians reported high levels of contact with family prior to the study, but given the reports of infrequent contact reported by patients, it is likely that this was a very small minority of the pool of possible families. Clinicians' competency in getting families involved in care was considered to be moderate and higher than that reported in a sample of managed care clinicians from the community, 20 but there was little follow-through with families of patients identified as possibly benefitting from family services. This lack of follow-through could be due in part to clinicians' perceptions that patients did not have supportive and/or available family members. Contrary to these perceptions, however, many patients reported having supportive families, being in contact with their families, and patients readily provided consent for family contact when asked. It may be, though, that patients did not encourage their families to become involved given the high rate (88%) of patients who reported at the final interview that they did not want their families involved in their care. It is possible that patients distinguished between "providing consent to contact" and "having family involved," with the latter representing an intensity of involvement that was not desired.
Organizationally, the participating VA clinics lacked the resources and supports necessary to function as familyfriendly environments including evening appointments, designated family therapists, protected appointment times for families, and performance measures regarding family involvement. 25 There are considerable efforts underway to implement the VHA Uniform Mental Health Services Package, 8 which may facilitate a transformation to more family-friendly clinics. Our program implementation strategies were consistent with much of the existing evidence for successful implementation, including early involvement of opinion leaders, more thorough training and supervision, and personal contact between the intervention developer and adopters. Nevertheless, it is clear that other obstacles needed to be addressed, including staff skepticism about the benefit/risk ratio of family involvement in patient care, limited leadership support, and no reorganization of staff time, as well as few incentives for providing this clinical service. Staff's low sense of personal accomplishment and to a lesser degree emotional exhaustion and depersonalization on the job seem to be particularly problematic and warrant further attention.
The VA mental health staff in these clinics serves a predominately aging, chronic but stable, low economic resource population. Many staff may have become accustomed to seeing avoidance of crises as the primary treatment goal, and the value of newer, recovery-oriented interventions may be perceived to have little likelihood of payoff. Addressing issues of staff motivation and low levels of personal achievement as well as more rigorously employing the knowledge and tools from implementation science will be needed if a full partnership with patients and families is to be achieved.
Similar to work in schizophrenia, there is now a growing literature on the efficacy of interventions for families of persons with traumatic brain injury, 26 depression, 27 and dementia. 28, 29 While these programs can both reduce caregiver burden and improve patient functioning in controlled research settings, our results suggest that disseminating these family interventions to routine care may require overcoming many obstacles in non-specialized heath care settings where there are few incentives for medical professionals to change practices. Our results also suggest that complementary efforts must be spent both learning new interventions and developing incentive programs to assure clinicians implement the new techniques. While implementing intensive family interventions programs may be difficult, even more modest programs aimed at involving families with the care team have been underdeveloped in the literature. For example, in recent studies on collaborative care models of depression, even though mention is made of involving families in care, 30 to date no systematic reports have been made of optimal ways to involve families as part of the collaborative care model. Only recently has there been qualitative work examining the needs of families in poststroke care, 31 which grew out of low attendance rates and equivocal efficacy studies in this population. 32, 33 A recent positive trial of collaborative care in dementia did include caregivers, 34 but again it remains to be seen whether such a program can be successfully disseminated to non-research settings.
Interventions for family members of individuals with serious psychiatric or physical illnesses have been found to be efficacious and are included in numerous illness best practices, but without attention to implementation these services are often minimally utilized and not sustained. This can lead to assumptions that the service is not needed or is ineffective, when in reality it was never successfully implemented. Implementation science is a burgeoning field that offers data that can direct plans for roll-out, uptake, and sustaining an intervention, such as family services. Our work indicates that for family services to be utilized, additional attention needs to be paid to reorganization of care practices, clinician competencies, and education to patients and families regarding their role in the patient's recovery and rehabilitation.
